








































Several states have implemented MTM programs and have seen notable program savings for the 
state and enrolled beneficiaries. For example, the North Carolina ChecKmeds program uses 
specially trained personal pharmacists in communities throughout North Carolina to provide 
MTM services to all Medicare Part D recipients ages 65 and older. The program has generated 
savings of approximately $66.7 million in overall health care costs for the state which included 
$35.l million from avoided hospitalizations and $8.J million in drug product cost savings. 

Similar results were seen in programs implemented in both Ohio in Iowa. In Ohio, the 
CareSource Program is one of the country's largest Medicaid managed healthcare plans, serving 
approximately 900,000 Medicaid members in Ohio since it was implemented in 2012. All plan 
members are eligible for face-to-face MTM services from specially-trained local pharmacists to 
help them achieve safe and effective results from their medications while controlling costs. 
Members receive MTM coverage through a national network of more than 70,000 local 
pharmacists nationwide, including nearly 3,300 pharmacists in Ohio alone. In the first nine 
months of CareSource's face-to-face MTM program there have been over 60,000 MTM services 
delivered and the program is already operating with a return investment greater than $1.30 for 
every $1 spent. 

In the Iowa MTM pilot program pharmacists are utilized to help patients manage thei r 
medications and improve patient adherence through education and continued monitoring. In the 
first twelve months of implementation, the state generated savings of approximately $4.3 million 
in avoided costs which consisted of $1.18 million from drug product costs savings and 
approximately $3.07 million from fewer hospitalizations, fewer emergency room vis its, and 
fewer office visits.2 

The Pharmacist's Role in Medication Therapy Management Services 
Pharmacist-provided MTM services are one of the many ways of using a pharmacist's clinical 
skills to improve patient outcomes. Pharmacists already have the training and skills needed to 
provide MTM services and currently provide most of these services in their day-to-day activities. 
Through well-established relationships with the patient, pharmacists have gained the trust of 
their patients and have proven to be a reliable source of information to the patient regarding their 
health care needs. Accessible in virtually every community, pharmacists are medication experts 
with the ability to identify patient specific medication-related issues and communicate those 
issues to the patient and their provider. Pharmacists have the abi lity to educate the patient with 
the necessary information to improve patient compliance, outcomes and overall quality of care. 

In order to be effective, MTM services should be provided in a setting that is convenient and 
comfortable for the patient. MTM services provided in a community setting allows the patient to 
interact with a knowledgeable health care professional that is familiar with their medication 
needs, and can answer questions about effectiveness, and appropriate dosing. Because most 
patients obtain their prescription drugs and services from their local pharmacy, the convenience 
of pharmacist-provided MTM services is not only logical, but is a cost effective way to increase 
patient access to MTM services. 

1 North Carolina ChecKmeds Program, Ohio CareSourcc Program and the Iowa MTM Pilot program use Outcomes 
Pharmaceutical Health Care for the management of their MTM programs. All savings have been provided by 
Outcomes. 
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We ask that the stakeholder group incorporate community pharmacy-based MTM into the 
stakeholder group recommendations. We look forward to continued involvement with this 
valuable stakeholder group. 

Sincerely, 

Director, State Goverrm1ent Affa irs 
(7 17) 525-8962 
j mceormaek@nacds.org 
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Asteres 

Increasing medication compliance and revenue providing discharge prescript ions 
Numerous studies have identified that adverse medication events are at the very core of the 
readmission problem. This includes patient non adherence to prescribed drug therapy, which by 
itself leads to treatment failures and wasted resources. Patients often delay filling their 
prescriptions post-discharge. One study found that only 40% of patients filled their prescriptions 
on the day of discharge, 20% filled them I or 2 days later, 18% wa ited 3-9 days, and 22% had 
not filled their prescriptions by the time of the follow-up telephone ca ll (median of 12 days). 
Patient-reported barriers included lack of transportation and long wait times at the pharmacy. 

Hospitals are looking for ways to reduce readmissions by implementing Transitions of Care 
programs. A Transition of Care program has many components, and one that can be closely 
linked to ScriptCenter is making sure the patient has a convenient way to pick up their 
prescriptions from the hospital 's outpatient pharmacy before they leave to go home. 

What is ScriptCenter? 

ScriptCenter is a prescription pickup kiosk that allows patients or caregivers the ability to pick up 
and pay for prescriptions anytime of the day or night without waiting in line. The kiosk has 
security, counseling, and tracking features to ensure the correct prescription is delivered to the 
correct patient EVERY TIME. 

How it works? 
1) Patient prescriptions are discussed and ordered through the outpatient pharmacy 
2) Patients/caregivers are given a claim check 
3) Patient/caregiver uses their claim check and birth date to pick up and pay for 

prescriptions - counseling is done prior to pick up or at the kiosk through an audio/visual 
link. 

Meds to Beds Programs 
To ensure patients are receiving their prescriptions post-discharge some hospitals are 
implementing a ' meds to beds' program. Challenges that hospitals face when implementing 
' meds to beds ' programs include barriers such as the logistics of getting the prescription to the 
patient at the exact time needed, as well as the challenge of collecting payment at the patient 
bedside. Many of these barriers can be solved by prescriptions being picked up and paid for in a 
convenient location on the way out of the hospital rather than always being delivered to the 
patient bedside. ScriptCenter offers a secure and convenient pickup point for patient discharge 
prescriptions. 
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The Agency for Healthcare Research and Quality (AHRQ) suggests that when patients 
understand their postdischarge medication instructions, they are 30% less likely to be readmitted 
or vis it the ER. For this reason, 35% of the 5,000 hospitals in the U.S. have at least one 
pharmacy that serves discharge patients, according to the America Society of Health-System 
Pharmacists (ASHP). 

Asteres and ScriptCenter are Registered Trademarks of Asteres Inc. 
www.asteresxum 

20 



MED CHI 

Anna D. Jeffers, Esq. 
Legislation and Regulations 
Manager Maryland Board of 
Pharmacy 4201 Patterson Ave. 
Baltimore, MD 2 J 215 

RE: Automatic Prescription Refi lls - Comments for the Pharmacy Stakeholders and SB 
257 Task Force to Study Access to Pharmacy Services in Maryland 

Dear Ms. Jeffers: 

MedCbi, the Maryland State Medical Society, the Maryland Chapter of the American 
Academy of Pediatrics, the Maryland Academy of Family Physicians, the American College of 
Physicians - Maryland Section, and the Mid-Atlantic Association of Community Health Centers 
jointly submit these comments to the Task Force to Study Access to Pharmacy Services m 
Maryland regarding automatic prescription refill programs and the issues related thereto. 

While we understand that the Task Force was created to focus on problems that Maryland 
residents may have in obtaining prescriptions during the transition of care such as being 
discharged from a hospital, that may affect their continued treatment plan, the Task Force has 
broadened its discussion to encompass the identification of other barriers/delivery system issues 
relative to pharmacy services and requested comments from stakeholders accordingly. While 
each of our respective undersigned organizations may have additional comments on other issues 
being considered by the Task Force, this letter reflects the collective voice of the primary care 
physicians in the State on the specific issue of automatic refill programs. 

The primary care community has seen a significant increase in automatic prescription 
renewal programs. While the primary care community recognizes that automatic refills 
programs are a well intended way to improve medication adherence by ensuring that patients 
receive their medications without intended disrnption, however, these programs can also cause 
several problems for both the patients and their primary care providers. Problems can occur 
when physicians change the dose or frequency of which medications are used, or in some 
instances discontinue the medication entirely or switch to another drug in the same therapeutic 
class. Patients and/or their caretakers may not realize that the prescriptions arc being 
automatically filled and think that the primary care physician has requested medication renewal. 
This can be particularly problematic for elderly patients who often are challenged to comply with 
their medication regime and can become easily confused. Furthermore, phone calls, faxes and 
other electronic requests to the primary care provider from both patients and pharmacies 
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regarding refill renewal requests have dramatically increased and add to the administrative 
burden of a primary care practice taking time away from patient care activities. 

In an effort to better evaluate and understand both the positive and negative implications 
for patient access to pharmacy services and compliance with medication management associated 
with automatic prescription refi ll programs, a number of questions have been identified that we 
believe should be discussed and addressed. The list in not exhaustive as we anticipate that other 
stakeholders will have additional questions and issues relative to these programs should a more 
deliberative stakeholder assessment be undertaken. The questions that we initially identified 
included but are not limited to: 

What are the procedures followed by pharmacies who provide automatic renewals? 
• Would it be appropriate to limit the number of refill requests made by a pharmacy for any 

given medication, on behalf of a patient, and then require that any furthe r request be 
made directly by the patient or his representative? 
When the automatic renewals are dispensed, is the primary care ancl/or prescribing 
physician notified by the pharmacy? 

• If each renewal request is sent to the primary care/prescribing physician, do these renewal 
requests cause increased work for the physician's office as each renewal request must be 
reviewed by the office prior to authorization being given? 
If the primary care/prescribing physician is not notified, what impact wil l this have on 
patient care? 

• How is the patient informed that the automatic RX has been completed'? How long do 
pharmacies keep the automatic RXs for pick up? 

• How is payment for automatic renewals implemented by the pharmacy? 
• What is the weight of benefit versus consequence for the practice of automatic 

prescription renewals? 

We applaud Senator Kelly for her concern about access to pharmaceutical services. While 
we are not certain the current Task Force has representation from all relevant stakeholders 
necessary to comprehensively address automatic refill program issues, we encourage this Task 
Force to recommend a more formal stakeholder process for this issue in its fina l report. We are 
available to discuss this issue in further depth should the Task Force so desire. 

Gene Ransom, Chief Executive Officer 
MedChi, The Maryland State Medical Society 

Kisha Davis, M.D., President 

Susan Chaitovitz, M.D., FAAP, President 
Maryland Chapter of the American 

Academy of Pediatrics 

Stephen Sisson, MD. 
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Maryland Academy of Family Physicians 

H. Duane Taylor, Esq., MPP, MCPH 
Chief Executive Officer 
Mid-Atlantic Association of 
Community Health Centers 

Stephen 
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November 25, 20 J 4 

Anna D. Jeffers, Esq. 
Legislation and Regulations Manager 
Maryland Board of Pharmacy 
4201 Patterson Ave 
Baltimore, MD 2 1215 

Dear Ms. Jeffers: 

Natalie D. Eddington, PhD, FAAPS, FCP 

20 N. Pine Street 
Baltimore, MD 21201 

410 706-7651 

Thank you for giving the University of Maryland School of Pharmacy the opportunity to provide 
comments regarding SB 257 Task Force to Study Access to Pharmacy Services in Ma1yland. 

Medication Therapy Management (MTM) is the conduit for communication between the patient 
and pharmacist. The University of Maryland School of Pharmacy is committed to offering 
strategies to increase medication compliance, promote adherence, and encourage proper 
medication usage to improve clinical outcomes. This critical function provides: review of 
medication through patient charts and interviews; preparation of a personal medication record; 
consultations for interventions or referrals; and documentation of the visit and follow up as 
required. 

Last year, the University of Maryland School of Pharmacy, in collaboration with the Department 
of Health and Mental Hygiene and the Institute for a Healthiest Maryland, conducted a 
roundtable of targeted public and private health care leaders which included: insurers, payers, 
self-insured employers, Maryland 's Health Enterprise Zone (HEZ) leaders, Patient Centered 
Medical Home and Accountable Care Organizations, and non-pharmacist providers. The goal of 
the roundtable was to promote understanding and overcome barriers to the adoption of MTM 
services by linking MTM to the triple aim of better quality of care, improved health outcomes, 
and reduced unnecessa1y health care costs. 

There was consensus that there is value in MTM to support health care reform, specifically with 
patients who are elderly, undergoing transitions of care, have chronic disease, are high-utilizers, 
have multiple medications, are impacted by health disparities, have high-risk conditions, and 
those who have poor medication adherence. Respondents also concurred that MTM adds value 
to cl inical decision making and reduces health care costs. Barriers to implementation were 
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identified in payment systems, existing structures in health-systems, strict patient eligibility 
criteria, and financial challenges. 

There are many examples of the benefits seen in implementing a MTM program, including our 
P3 Program which works with Maryland businesses to provide care for employees with chronic 
diseases as part of their employee health benefits package. Specially-trained pharmacists coach 
employees at the worksite to improve adherence to medications and manage the patient's 
medications in collaboration with physicians with the ultimate goal of improving the 
employee's health. We have been able to demonstrate a significant improvement in clinical 
indicators, a reduction in overall costs, and employee/patient satisfaction with the program. 
Since implementati~n in 2010, ~· e of our clients has seen a 33% rerluction in unnecessarv 
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emergency room uh 1zat1on ana osp1ta 1zatlons. 

MTM has the potential to actively engage patients in their own health care and provide 
significant cost savings. To echo the Surgeon General Report published in 2011, we urge the 
committee to support the expansion of MTM programs and find solutions to overcome barriers 
of implementation. The University of Maryland School of Pharmacy is ready to assist in any 
way to ensure the success of the efforts of the taskforce. We look forward to continued 
involvement with the pharmacy stakeholder group. 

Sincerely, 

~ IP fllrk1,;..) 
Natalie D. Eddington, PhD 
Dean 
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